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Introduction
This article examines the role the public can play in the "policy space" (King and Stoker, 1996) created by the shift from government to governance, using insights from research in two primary care groups/trusts (PCG/Ts). These organisations were inserted into an NHS said to be changing from its traditional monolithic, hierarchical form to a looser 2 network structure (Milburn, 2003) 1 . Burns et al (1994) have argued that the more pluralistic institutional environment created by the move from hierarchies of government to networks of governance, offers better possibilities for democratic involvement than traditional representative systems. They suggest that "an adequate democratic project must centre itself upon recognition of the need for a plurality of power bases, modes of expression and participatory forms" (p282). Plurality alone, however, seems likely to be insufficient to achieve the desired objectives. Research into public participation in primary care has previously identified a danger that "initial efforts to engage communities will become little more than token gestures" (Alborz, Wilkin and Smith, 2002, p26) in view of the difficulties involved. As relationships of accountability change, the potential for meaningful participation remains open to question. In their review of the role of participation in health care in the 1990s, for instance, Milewa et al (1999) argued that involvement was best conceived as based on "active management" and professionalisation rather than active citizenship, because the citizen lacks the knowledge required to participate fully in the complex responsibilities of health care planning. Our own empirical research (authors 2002) identified both the limited effect of exhortations to involve the public and the distinctive impact of the different ways in which PCTs engaged with them.
In this article we suggest that an analysis founded solely in the democratic basis of legitimacy ignores other motivations for public involvement. We draw on Jessop"s account of heterarchy and Bang"s discussion of participation to identify a a range of 3 motivations present within a stratified system. It is only by understanding their influence that we can account for the particular place that participation holds in a given locality.
Based in a critical realist approach to the interaction between structure and agency we argue that it is not diversity per se, but how relationships are structured in diverse environments, that is more significant in shaping the local space for public involvement.
The very indeterminacy of this space means that the approach chosen to channel communication between PCTs and the public can be critical in determining how far participation is real rather than token.
Governance and Primary Care
"Reforms" to local government and the NHS in the 1980s and 1990s impacted significantly on local democratic accountability (King and Stoker, 1996) . In particular, they tended to overlay the direct accountability of elected representatives with selforganising networks of local organizations, mixed economies and partnership working, thereby shifting the emphasis from government to governance (Stoker, 1996 (Stoker, , 2000 .
Public involvement within the hierarchical structure of the NHS has historically consisted of limited agendas and formal advisory roles. Such initiatives were originally aimed at securing consumer feedback and advice (Griffiths, 1983; Department of Health 1992; Wistow and Barnes, 1993) .
The public involvement policy embodied in "Local Voices" (Department of Health, 1992) , advocated the importance of listening to local communities, but in practice, focused primarily on developing methods of consultation about satisfaction with existing services (Milewa, 2004 ). Yet, although a wide range of methods has been used, such exercises have yielded little information about user definitions of needs, priorities or 4 outcome (Avis, Bond and Arthur 1997; Williams, Coyle and Healy, 1998; Dougall et al 2000) . More generally, evidence that involvement has a meaningful place in decisionmaking is sparse (Skelcher, 1993; Gilliatt, Fenwick, Alford. 2000; Farrell 2004 ). As we have shown elsewhere, these limitations can be explained by the underlying structures of power, which have permeated the NHS and its decision-making processes (Authors, forthcoming) . Such relations of power were, in turn, linked to the relative influences of medical or social models of health. To understand the role accorded to public involvement in primary care, it is necessary to understand the values and ideologies embedded in those structures and, consequently, in the methods adopted to advance it.
Historically, scientific rationalism provided the dominant value structure in an NHS in which medical and associated clinical professions have prevailed. Harrison (2002) argues that the process of modernisation in the service was similarly founded in "scientificbureaucratic" values, that privilege randomised controlled trials and independently observed, rather than patient experienced, measures. This approach has emerged, he suggests, in order to manage an emergent consumerism.
We suggest here that insufficient attention has been given to the impact of the shift to governance on public involvement in the NHS. Further, we argue the need to view approaches to involvement as both signalling and reproducing these changed bases of legitimacy. We explore these ideas by reflecting on the divergent findings from case studies in two localities, selected for similarity of locality profile, national policy frameworks and regional performance management structures. In particular, we seek to explain our primary finding, the emergence of two distinct approaches to involvement, each implying different trajectories for public participation in local governance structures.
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The term "governance" has been used so loosely that it has been described as, "a "weasel"
word-slippery and elusive, used to obscure not to shed light" (Bevir, Rhodes and Weller, 2003. p41 ). Conceiving of governance as providing "policy space" is useful in expressing the indeterminate nature of policy direction in self-organising governance networks.
While policy may be defined centrally, it is implemented in a space determined by the interaction of national and local factors rather than through specific prescriptions for action. As a result, linearity and central direction have become inappropriate concepts for understanding policy processes. The existence of a centrally defined policy to legitimise the public voice is but one, admittedly important, element framing public involvement.
Jessop defines governance as:
"the reflexive self-organization of independent actors involved in complex relations of reciprocal interdependence, with such self-organization being based on continuing dialogue and resource-sharing to develop mutually beneficial joint projects and to manage the contradictions and dilemmas inevitably involved in such situations, (Jessop, 2003. p1 ).
This approach, he suggests, has the advantage, of distinguishing governance from methods of central control or market exchange. It neither assumes symmetry in power relations nor equality in the distribution of benefits. Jessop also argues that governance should be conceptualised as heterarchy rather than focusing on inter-organizational networks alone. Three forms of heterarchy are distinguished, based in: interpersonal networking; the self-organization of inter-organizational relationships and "more programmatic or mission oriented inter-systemic steering". These three forms are "often linked in tangled hierarchies" and, Jessop argues, the move toward governance is driven by increasing societal complexity in which legitimacy can only be sustained by the representation of multiple stakeholder interests.
Associated with each form of governance is a particular rationality. Heterarchical governance replaces the procedural rationality of the market and the substantive rationality of the state with reflexive rationality. In its very essence this rationality is dialogic. We will go on to argue that the nature of this dialogue in primary care, who is included or excluded, and how actors are involved, is both evidence of the basis of legitimacy and is instrumental in producing it.
Heterarchy and Primary Care
In government through hierarchy, the inter-systemic basis for legitimate involvement comprises the direct expression of professional authority and the indirect expression public voice through elected representatives and professionals. By contrast, in network governance, the direct voice of the public is, in principle, accorded increased legitimacy.
One of the stated aims of introducing PCTs was to enable the NHS "to re-connect" with local publics (Department of Health, 2001 ).
This formal objective was consistent with the view that governance can:
"be seen, in theory, as a means of promoting participatory democracy where existing institutions are restructured and new ones are created, in order to mobilise and implicate more citizens and social groups in the management of local affairs (Maloutas and Malouta, p456 2004) 7 However, as these authors argue, its very flexibility leaves it open to manipulation by the better organised and more powerful, whether these be professionals, managers or, in some cases, user groups. We will suggest this vulnerability to colonization stems, in part, from contradictions existing within the heterarchical system and which, in turn, frame the space within which public involvement is possible.
The systemic level
The systemic level in Jessop"s heterarchy is important in establishing the form of democratic legitimacy which underpins the whole system. While UK governance structures have been seen to be developing in the context of an advancing neo-liberal ideology and associated state practices, this process is not one-dimensional. Milewa (2004) suggests that the UK welfare state represents a compromise between the extremes of "individual responsibility" and "enforced altruism". "Enforced altruism" suggests a paternalistic state/citizen relationship, while "individual responsibility" identifies a noncollective basis for the public"s voice. In reality the system sustains strands of social democratic and neo-liberal types simultaneously (EspingAnderson, 1992) suggesting that both bases of legitimacy remain relevant. This is reflected in the co-existence of both a hierarchical model of modernisation (Harrison, 2002) and the increasingly individualised basis of organisation founded in consumer choice (6 and Peck, 2004) The changing role of the state and its relationships with the public as citizen/consumer at this systemic level necessarily underpins expectations about the proper role of stakeholders in governance. Bang (2004) has introduced the notion of "culture governance" to identify the divergence between the straightforward translation of neo-8 liberalism into New Public Management and the repoliticisation of the "connections between the public institutions and everyday life" (p171). The implication of Bang"s argument is that we need to disentangle these grounds of legitimacy that have been elided in many discussions of involvement. While the public may be described as though it were a single entity, the relationships of the state to the public as citizens and consumers need to be distinguished. Moreover, the co-existence of different frameworks of legitimacy is a source of ambiguity, at locality level, about the status of those involved. In this context, therefore, it is important to examine how accountability mechanisms are developing to accommodate the public"s twin roles of citizen and consumer.
Inter-organisational level
At the inter-organizational and inter-personal levels, Primary Care Trusts work in partnership with other health and welfare organizations, with patients and the public in the locality. As newly formed organizations, PCTs had opportunities to join existing networks of service organisations and create new sets of relationships with users and the wider public. The requirement to focus on improving the health of individuals and the public implied a departure from the traditional emphasis on direct service delivery toward understanding health status as the product of a wide range of socio-economic conditions (Department of Health, 2001 , Wistow 2001 . It is here that the normative connotation of governance, based in its apparent ability to overcome the fragmented responsibilities for the NHS and the underlying socio-economic causes of ill health, assumes particular significance. To operationalise a social model of health, the public and patients must be included as stakeholders in these inter-organizational networks. At this interorganisational level, however, Bang (2004) suggests that the primary motivation to involve the public lies in its ability to facilitate efficient service delivery rather than to extend public influence over new policy or service design.
At the inter-systemic and inter-organisational levels of health governance, therefore, two related processes are potentially occurring. First, new relationships are being established between networks of state actors promoting public engagement as a means of enhancing organisational effectiveness, as exemplified in the notion of "culture governance".
Second, a changing legitimacy is accorded to the public voice, deriving from the changes inherent in modernity and widespread challenge to the authority of the expert (authors forthcoming).
Interpersonal level
While the inter-personal level is often treated as the context in which agency can most readily be detected, critical realism points to the presence of agency within structure, and of structure within agency. The relationship is expressed by Bourdieu who emphasises the "social at the heart of the individual" (p89,1992)), and we have discussed its impact in the field of health elsewhere (authors forthcoming). Relationships operating at the interpersonal level are shaped by, and shape, inter-organizational relationships and together they interact with the inter-systemic level as our empirical account will seek to show.
Heterarchy, Primary Care and Public Involvement
Exploring the concept of heterarchy and how it operates in practice helps us to understand why different outcomes emerge from similar inter-organisational structures.
The creation of a set of "complex relations of reciprocal interdependence" cited earlier (Jessop 2003) , necessarily yields structures that emerge from historical and local factors and are, therefore, widely divergent. In addition, Rhodes (1997) has identified the continuity of some hierarchical forms so that they coexist with network forms of organization. Turning to the role of the public, this complexity is compounded by the gaps between official discourses of involvement and the realities of implementation.
Although interests outside traditional organizational structures are voiced, they have frequently been colonized by managers and professionals to advance their own interests (Mort et al 1996 , Mort and Harrison 1999 , Milewa et al, 1998 . Indeed, the existence of multiple rationales for public involvement itself suggests the absence of a clearly defined and accepted role for it. In the subsequent account, our two case studies are used to reflect on how primary care organizations engage with the public. In doing so, we recognise that both are grounded in the same inter-systemic context but suggest their interaction with inter-organizational and inter-personal levels shape different opportunities for voice in each locality. We argue that we must consider the methods employed to enlist involvement, not merely in terms of technical questions of effectiveness, but rather as signalling the nature of the local welfare system within which they are embedded. Thus, the form of involvement achieved between boards and the public is evidence of wider relations of governance including the competing claims of consumerism and citizenship and the reconciliation of marketised and social democratic models.
The research
Our empirical research was an NHS-funded exploratory study of ways boards were beginning to involve patients and the public in decision making. The reflections developed in this article did not form substantive questions in the original enquiry, whose principal aim was merely to identify early approaches to involvement. The fieldwork evidence helps to illustrate the theoretical ideas developed out of that enquiry.
The research design was multi-method, including attendance at public and at three board meetings in each locality, analysis of documents and unstructured interviews. The evidence below draws from twenty interviews, conducted with a range of board members including the Chair, Chief Executive, GP, Nursing and Lay members. For the purposes of this article, we have identified respondents by locality and number because our focus is not upon differences of approach within boards, but upon relationships between boards and communities. Further, our commitments to confidentiality, means that it is not possible, in a local study, to identify people according to role.
Two localities were selected on the basis of similarities in socio-economic profiles and geography, location within a common national policy framework and subject to the same regional performance management regime. Yet, real differences in approach were emerging in which, even at an early stage, different value systems and relationships between primary care organizations and their communities were becoming evident. We outline these differences of approach before going on to consider their origins.
Approach to Involvement: Locality 1
Locality 1 had a significant rural population but it also contained a large urban centre.
This geographic structure may have been one element shaping approaches to consultation. Historically, new initiatives had been aimed first at the urban population while those for the rural part of the locality had followed if, and when, funds permitted.
Consequently, formal participatory requirements could be satisfied by accessing the central population.
In locality 1 the PCG had developed relationships with social services, housing department and the voluntary sector, but conceived of consultation as gathering direct opinion on the services it offered. The board"s focus was on the practical difficulties of accessing "public opinion", conceptualised as being "informed" versus being "representative". The approach was to identify local opinion as merely one source of advice for the board to consider in its decision making process, much in the way that Milewa et al (1999) relate in their research following "Local Voices" (1992) . While this enables information to be gathered about the local community and its views, there is no reciprocity involved in the relationship established. The approach acknowledges interorganisational and inter-personal networks which treat the public voice as subordinate.
The necessary consequence of seeking representativeness on these terms was to define the public as reactive, choosing between alternatives proposed by the board, registering wishes and beliefs for the board to take into account, but lacking any active voice in selecting the issues for consideration.
Approach to Involvement: Locality 2
Locality 2, although also rural in character, had a different internal geographic profile, giving rise to different organisational structures of governance. The population was dispersed over a distance of 40 miles but possessed no significant population centre in which to concentrate participatory processes. Existing agencies had addressed this 13 problem by developing networks of sub-locality organizations based in thee "natural" geographical areas. Thus the PCG joined an established network structure which shaped both its inter-organizational relationships and the interactions it established with the public.
In Locality 2, the search for "representative public opinion" was abandoned in favour of developing processes of communication. This took the form of dividing the locality into three "natural communities". Based on the prior experience of other organizations the PCG saw these areas as internally coherent bases for consultation, through pre-existing network structures linking communities, agencies and boards. Moreover, relationships with the public were conceived as multiple, dynamic and developing. Their purpose was to achieve shared understandings within complex and changing settings rather than feedback through responses to pre-formulated questions.
The remainder of this paper aims to account for the different trajectories in public involvement that we have identified in localities sharing many structural features. We explore, therefore, how far the framework sketched above might help us understand such different outcomes. In particular, we consider how far Jessop"s (2003) definition of governance as heterarchy provides insights into the structures and processes through which significantly different relationships between PCT boards and their publics could emerge. Three principal dimensions of similarity and difference were identified from our fieldwork in the two localities: their conceptualisation of the public; their selection of approaches for public engagement; and their understanding of each PCT"s role as improving health services or improving public health. As we will demonstrate, these divergences in thinking and understanding are themselves interdependent and mutually reinforcing, originating, as they do, in the extent to which scientific rationalism predominates at the systemic level of governance the NHS.
Defining the public
The requirement to involve the public has been made clear by the Department of Health but little has been specified beyond this general objective (Department of Health, 2001b) .
Policy guidance on the involvement of stakeholders has frequently conflated the roles of public, patient, consumer and citizen (Department of Health, 2001 ). Yet, clarity about the grounds upon which involvement is sought is crucial to understanding its purpose and intended consequences for decision-making. While the user may be consulted because of their specific experience of services, the public are consulted because of their status as citizens. The rhetoric of New Labour has favoured an interpretation in which stakeholder status comes from membership of the community and the belief that participation reinforces the fabric of civil society (Newman, 2001; Perri 6,2004) . However, Bang (2004) argues that, at the inter-organisational level, the prime rationale for participation is improving efficiency rather than democracy.
The inter-systemic concern with democracy should, in principle, produce considerable common ground about involvement rooted in citizenship. Yet, we found major areas of uncertainty in both boards about the legitimacy of either citizenship or consumerism as the primary basis for involvement and the forms that it took. Moreover, there was consensus that their greater levels of knowledge and expertise justified the boards retaining power over decision making:
We have to listen to everything and it doesn"t mean that the public"s views are any less than anybody else"s but they have to fit with the bigger picture ….because that will establish what our relative priorities are. ..(2:2)
It was frequently claimed that boards had the advantage of a wider view in making the most "rational" decisions about the use of resources, suggesting a hierarchical relationship with the public remained appropriate. This finding supports Jessop"s (2003) emphasis on the unequal distribution of power within local governance systems. In both boards, professionals and managers placed emphasis on their responsibility to manage scarce resources effectively in the "general" interest:
If we try to meet everybody"s wishes as opposed to their needs …, we are doomed to failure. (1:2)
Counterposing unrealistic "wishes" against well judged provision for "needs" is clearly a claim to authority based in enforced altruism. While individual responsibility for health status was recognised, it was not used to support arguments for resource allocation and planning
The difficulty in identifying "the public" also led to questioning the value of consultation.
Seen as an attempt to gain a view of the locality as a whole, the task was daunting, perhaps even impossible:
One is always aware that the people who perhaps shout loudest aren"t necessarily revealing the …basic, more general needs of everybody but may be talking about their own needs…. But it is quite hard…., with a large population, to get everybody"s view.
(1:4)
This finding points up the possibility of governance failure. There is, at least, an apparent inconsistency in trying to insert the public, a body potentially at odds with itself, into organizational forms defined by Jessop as ones of "reciprocal interdependence" to develop "mutually beneficial joint projects" (2003) .
These concerns about the diversity of public views were common to members of both boards. Indeed, they severely inhibited their acceptance of either the citizen or consumer role as a sufficiently legitimate basis for the public to shape decisions about health and health services compared with their own expert knowledge. While this perspective might appear consistent with the notion of enforced altruism, it is not consistent with citizenship as the legitimate basis for decision-making. Rather, it reveals that it is the board that determines both the collective good and the knowledge base on which such decisions can legitimately rest. As will become apparent below, this knowledge base remains heavily influenced by traditional scientific rationalism.
Approaches to Public Involvement
Critical differences arose from the ways that the boards" views about the role of the public interacted with opportunities for communication and consultation within preexisting governance structures. We distinguished between the two localities as one seeking a "snapshot" of local opinion and the other aiming to sustain a dialogue with the community. Each approach affected the nature of governance and its products. Signs of this difference emerge in the routes to consultation taken in each locality and the subsequent trajectories of involvement. Each route both arises from, and reinforces, different sets of relationships within the respective governance structures.
Locality 1: a snapshot
In locality 1 the board stressed the importance of informing the public of its activities and decisions:
I This approach is not straightforwardly statist. It allows for a New Public Management approach, which recognises the role of the public as consumer combined with continuing hierarchical deference to the professional. The significance of this hierarchy of informants is intensified by a hierarchy of information. The authority accorded to the "ratepayers" panel" was based on an assumption that there was an identifiable "body" of opinion, which was real, relatively stable and could be harvested or gathered in.
Consequently, the primary problem was how to collect evidence that spoke for the whole population. While involvement might be secured through a range of methods, they sat within an evidence hierarchy headed by representativeness.
The same hierarchy emerged in considering who should join the commissioning team:
What is a typical member of the public……if you are trying to choose either one or two members of the public to represent 150,000 people? And is there such a thing at all?
(1:5)
The consequence of seeking opinion in this way is that the possibilities/agenda must be pre-defined. The relationship emerging is that of a board engaging actively with its organisational partners but assigning a passive role to the public. This reinforces a hierarchical dyadic relationship, separate from, and therefore not interacting with, the wider network of inter-organisational governance relationships .
Locality 2: a dialogue
In locality 2, the representativeness of public views and the accuracy with which they were captured were seen as less important: Consequently, advantage was taken of formal arrangements that already existed to link communities with agencies and boards, including networks of relationships between community health workers, and the public in three localities..
..we"ll have three locality managers …and they will all have the role of getting to know their local communities and building up links with the agencies and voluntary organizations on their patch. (2:2) -
Moreover, the pre-existing relationships between organizations provided different understandings and experiences of what constituted participation. The networks included relationships between organizations and the public at both local authority and small area level, thereby encouraging an approach in which patients and the public were perceived to be overlapping categories, containing people with multiple roles and relationships with local services.
Unless you"re talking to patients you miss the stickiness of situations. You totally miss the fact that a patient isn"t just a patient who has had a heart attack, they"ve got bad backs, they"ve got arthritis, they"ve got cancer, they"ve got a mixture of the three -you know they"ve just had a bereavement themselves and it just seems to undermine the whole idea of a scientific approach to anything. (2:6)
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This rejection of a notion of opinion as stable, separate and measurable is reflected in the relationship being developed between agencies, the public and patients.
.. we just have a health hat on when we look at the bit of the service we provide to them without realising the much wider range of services that they will tap into, starting with their own informal networks and carers at home……(2:1)
While the public"s multiple roles were recognised in Locality 1, there were no organizational structures to reflect this understanding and enable it to shape communications. Separate relationships existed between the board and local organizations and between the board and the public: those with the public were therefore constituted in dyadic rather than network form. In locality 2, such interrelationships bridged organizational boundaries in ways consistent with Jessop"s (2003, p6) notion of "metagovernance", defined as:
"managing the complexity, plurality and tangled hierarchies found in prevailing modes of co-ordination. It is the organization of the conditions of governance and involves the judicious mixing of market, hierarchy and networks to achieve the best possible outcomes from the viewpoint of those engaged in metagovernance".
This influence was reflected in a discussion of the PCG"s potential to become part of a wider network of communications with the public:
There is so much going on in the different areas of our patch…. The reflection of the locality-wide governance structures in these smaller area-based groups has the potential to mediate (although not necessarily to redress) the imbalance of power between board and public and to bring both interests to the table. It legitimises experience of the interaction of services as knowledge to be valued as compared with seeking information on isolated and direct service experience
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The pursuit of involvement was consequently concerned with allowing flexibility to respond to the outcomes generated by the complex inter-relationship of all three levels of heterarchy:
And 
Health Service Improvement And Health Improvement
One of the core functions of the new Primary Care organisations was to support a shift in emphasis from the treatment of disease and disability: to improve the health of the public and its access to more responsive health services (Department of Health,1997 , 2000 . In turn, this initiative implied extending the influence of a social model of health, founded on a wider definition of what constitutes legitimate knowledge and, thereby, the role of public involvement. Our fieldwork suggested that Locality 1 focused its energies on improving health services and worked with partner organisations to achieve this aim (Authors, 2002) . Its conception of the public"s role was one that emphasised dyadic active/passive relationships consistent with the traditional patient/professional relationship. In Locality 2, the emphasis was on health as affected by social and environmental conditions, and the public"s contribution in actively creating its own health through its voice in decision-making. This approach was positively reflected in the Board"s preference for utilising pre-existing inter-organisational networks as vehicles for In locality 2, therefore, inter-organisational networks combined with associated structures for community involvement to encourage a different logic for communication with the public, which was supportive of a social/environmental model of health. By contrast, the more restricted approach to public involvement in locality 1, together with the continuing authority accorded to professional knowledge, also restricted the focus of involvement to feedback on, and the improvement of, existing services.
It was recognised in locality 2 that, in addition to challenging professional influence, pluralistic approaches to decision making had major implications for management:
The It follows, therefore, that "active management" needs to give ground to "active citizenship" is public involvement is to be more than another tool for organisational effectiveness.
Conclusion
We began this account by noting that public involvement had been accorded renewed legitimacy in the NHS as part of a wider programme of modernisation designed to secure more responsive and effective relationships between the service and the public. PCGs and PCTs were established by the New Labour government to "reconnect" the NHS with local publics and deliver different outcomes through greater pluralism in decision-making. We also recognised that public involvement had a record of being more token than real. At the same time, however, these developments in the NHS were taking place in the context of a wider shift from government to governance in which hierarchical influences were apparently being diluted in more pluralistic local networks potentially providing greater opportunities for public involvement in decision-making.
The exploratory research we undertook was designed to examine how PCG/T boards understood and implemented their responsibilities for public engagement in this new environment. The two localities in which we conducted fieldwork were purposively selected to provide similarities in organisational and other contexts for the implementation of a common policy initiative. We have identified a mixed pattern of similarity and difference in the emerging outcomes from the policy space shared by the boards.
One was a form of governance which took account of networks at the organizational level but retained traditional hierarchical relationships with the public. In doing so, it limited possibilities for the emergence of issues the board had not already placed on the agenda.
Moreover, its focus on establishing public "opinion" was in keeping with a consumeroriented view of the public"s role. In the second locality, network structures cut across that hierarchical relationship and encouraged involvement based on dialogue, the consequence of which was fundamental to both the content and the form of engagement.
It also approximated more closely to a public role based on a collective conception of citizenship. The appearance of divergent trajectories within the same (or very similar) policy space requires us to explain the patterning of the processes and outcomes we identified. In particular, we need to consider the relevance of Jessop"s emphasis on 26 heterarchy. This framework is especially important in shifting the focus of analysis beyond the inter-organisational and interpersonal dimensions of explanation. Professional views and expectations, organizational structures, and the methods adopted to promote involvement, are nested within more fundamental values located at the inter-systemic level. In focusing on that level, we have drawn attention to notions of individual responsibility and enforced altruism as values that are embedded but conflicting within the system. The latter was found to be dominant in that both boards gave primacy to their own "expert" knowledge. The value of scientific rationalism, which underpins enforced altruism, not only supported the higher value accorded to medical and managerial knowledge, it also validated "scientific" approaches to public involvement thereby prioritising representativeness over dialogical knowledge. In the secondary role accorded to public voice, two conflicting sources of authority were evident: a consumer orientation that corresponded with "individual responsibility" and a citizenship status based on collective agency as a further ground of legitimacy.
Our empirical evidence suggests the potential for involvement emerges from the interaction between levels of the heterarchy, providing different kinds of space. In locality 1 success was defined largely by decision making through expert knowledge, supported by public opinion. In locality 2 the social world of the public, its priorities and values assumed greater significance, with the potential to challenge the historic ascendancy of professional and management influences. Thus, the extent of policy space and scope for variations in policy outcomes was not pre-determined by the policy itself, but was contingent on the particular interaction of factors within the two localities. In this respect, our findings are consistent with the concept of "path dependence" and the significance of history in creating divergent configurations (Gains, John and Stoker, 2005) .
From this perspective, the nature of the space opened up for public involvement does not come from the action of citizens forcing change. Rather, it arises from a combination of:
the forms of legitimacy accorded to the voice of the public at the inter-systemic level;
relationships that emerge from the interaction of that level with the pursuit of organisational efficiency at inter-organizational level; and the operation of both sets of influences at inter-personal level in relations between local actors. Where this is defined firmly in an active/passive dyad, the scope for the public"s voice is limited by the board"s definition of the relevant questions and issues for participation. By contrast, where a dialogical approach is adopted in the context of a network of stakeholders, the space for plurality of contributions to governance offers potential for the public to have a more fundamental agenda shaping role. The difference between approaches, therefore, is to be explained less in terms of respective enthusiasms to consult the public than about how the underlying legitimacy of public involvement, efficiency seeking, and conceptions of what constitutes consultation, penetrate the policy space.
The legitimacy accorded to the public voice is directly related to how the role of the public is embedded within the system. The multiple conceptions of the public role, which manifest themselves in confusions of status at the locality level, originate in the space created by the inter-systemic bases of legitimacy combined with interorganisational considerations of efficiency. The contribution of the public voice, in turn,
is not only to provide information to inform the design and delivery of services, but to reinforce, or challenge, the particular manifestation of those system factors.
This article has sought to go beyond the identification of indeterminacy created by the policy space which now constitutes local governance, to consider how we might understand emergent variations. We have acknowledged the importance of the move from hierarchies to networks, as well as of the persistence of both. In this context we have suggested that the role of public participation has been treated simply as one of a plurality of power bases jostling for position. We have suggested that such an understanding must presuppose the public as "active citizen" and that this is far from reflecting the reality of the public role. In order to understand the role the public might play, we have employed Jessop"s conception of heterarchy as a framework expressing the levels at which both structure and agency operate within the system. Policy space then becomes much more than a set of organisational structures and is shaped through an interaction between structure and agency at all levels of the heterarchy. To understand that interaction, however, we must also understand the embedding of values within the system and their impact on its reproduction.
